Physical frailty is the most important predictor of early mortality in
hospitalized patients with decompensated cirrhosis
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Abstract

Background: Frailty and sarcopenia are associated with mortality in cirrhosis.
However, most data come from North American cohorts in the outpatient setting.
We aimed to assess the impact of frailty and sarcopenia in a prospective cohort of
inpatients with cirrhosis.

Methods: All patients with decompensated cirrhosis admitted to our unit between
October 2021 and March 2023 were prospectively screened for recruitment. Frailty
was assessed using the liver frailty index, while sarcopenia was assessed via skeletal
muscle index on CT scans performed during hospitalization, respectively. All patients
were followed for transplant-free survival as the primary outcome.

Results: We included 127 patients (median age 59 y; 68.5% male; median MELD
score: 22; 70% with Child—Pugh C cirrhosis). At inclusion, 48.8% of patients were frail,
and 60% were sarcopenic. Compared with robust and non-sarcopenic individuals,
those with frailty and sarcopenia required ICU care more frequently during
hospitalization. Moreover, frailty was associated with a longer hospital stay (15 [9—
27] vs. 6.5 [4—15]; p = 0.001). During a median follow-up of 96 days (IQR 37-384),
39.4% patients died. Frailty and sarcopenia were associated with a higher mortality
(60% vs. 20% and 58% vs. 38%, respectively; p < 0.001 and p < 0.013). However, in
multivariate analysis, only frailty (HR: 2.218; 95% CI: 1.314-3.743; p = 0.003) was an
independent predictor of reduced transplant-free survival.

Conclusions: Frailty emerges as the strongest, independent predictor of early
mortality in cirrhosis patients with acute decompensation. Thus, its assessment via
the liver frailty index should be performed to improve risk stratification and clinical
management.
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IXoAlaopog: H mopouoca peAETn emxelpnoe va avadeifel ™ onuoocia tng
aflohoynong tng eunabelag (frailty) kat tng capkoneviag oe acBeveic pe kippwon
mou voonAelovtal pe ofela pnén avtippomnong (acute decompensation). Ot
KippwTtlkol aocBeveic eudavitouv vPnAn cuyxvotnta sumnabelag (17- 43%), pe ta
VP NAOTEPA TTOCOOTA VO KATAYPAdOVTOL OTN 1N OVTLPPOTIOUKEVN Kippwon. Itnv idla
opada aoBevwy, n capkomevia KataypadpeTaLl 0€ TOCOOTA €wg Kat 70%. H mapouaia
EUTIAOELAG KOL COPKOTIEVIOG EXEL OUOXETLOTEL e SUCUEVECTEPN TIPOYVWON).

H aloAoynon tng eunadelag npaypatononbnke pe tov deiktn Liver Frailty Index
(LFI), to mo kaAd otaBulopévo epyaleio ekTiUNoNnG TNG AELTOUPYLIKAG KATAOTAGCNG
otnv mpoxwpnuévn nratonddeila (alohoyel tnv anddoon oe 3 Sokipacieg: handgrip
test, chair stands, balance testing). la tnv ektipnon NG oOapPKOTMEVIAG
xpnowornowtnkav afovikeG Topoypadieg, OTIG Omoie¢ He €L6IKO AOYLOUIKO
npoaoblopiotnke n puikn pala oto emninedo tou O3 omovdUAOU, EMITPEMOVTAG TOV
umoAoylopo tou Seiktn Skeletal Muscle Index (SMI).

Itnv mapovoa HEAETN, n omoia cuumepléhaBe 127 aoBeveic mou voonAevtnkav
Aoyw ofelag pnéncg avtippomnong (46.5% Aoyw Aoipwéng), kataypadnke uvPnAn
eMiMTwon eundbelag KaL capkomneviag, mocootd 48.8% kal 60% avtiotola, HE TNV
COPKOTIEVIO VA Elval ouxvotepn otoug suTtabeic aoBeveic (75%). Ta amoteAéopata
aveéSelfav TNV apvnTIKr TPOYVWOTIKN afla Tng eunmaBelac kal tTng capkomeviag. Ot
aoBevei¢ autol mapouciocav pelwwpévn emPiwon xwplg HeETAUOOXEUON Kol
oUVOALK emuBilwon, ouxvotepeg eloaywyeg otn MEO, svw ot frail aoBeveig



XPELAOTNKOV TILO TIOAPOTETAUEVEC VvoonAeiec. H ouvUumoapén eumabelag Kot
OOPKOTIEVIOG OUCXETIOTNKE UE TN XEWPOTEPN eMIBlwon XwPLg petapodoxeuon. TEAOG,
OTO TIOAUTIOPAYOVTIKO MOVTEAO MOVO n eumidBela avadeixBnke wg avedptntog
TIPOYVWOTLIKOC TIAPAYOVTAC LELWHEVNC EMIPBLWONC XWwPLG LETAHOOXEVON.

JUUMEPAOUATIKA, N aloAdynon ¢ eumabelag mpoteiveTal oe OAOUC TouG 0.oBeVEiG
UE Kippwon Tou voonAgvovtal Aoyw ofelag amoppuBULONG TNG NMATIKAG VOOoOU,
avefaptnta amo tnv Baputnta autng [ tnv SduocAstoupyia GAAwv opydavwv. H
eunaBela avadeixBnke aveApTNTOC TMPOYVWOTIKOG Tmapayovtag emBiwong xwpig
HUETAMOOXEV O, BEATLWVOVTOG TNV EKTIINGCN TOU KWvEUVOU Kal TNV KAWIKN Sdlaxeiplon.
MNepattépw HEAETEC amaltoUVIAL yla TNV €VOEXOUEVN EVOWUATWONR TNG oTta
UPLOTAUEVA TIPOYVWOTLKA LOVTEAQ TNG Kippwonc.
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